Strategy progress report in 2016 showed that annual targets had been met for the following parameters: knowledge of seropositive status, linkage to care, viral suppression across all ages, and viral suppression among youth (White House Office of National AIDS Policy, 2016). Although annual targets for retention in care have not been met, this measure has been trending in the expected direction. Despite overall progress, disparities in HIV diagnosis have worsened, namely among gay and bisexual men (White House Office of National AIDS Policy, 2016). These findings highlighted the importance of reducing disparity through future efforts. We sought to examine progress along the HIV care continuum in a sample of young men who have sex with men (YMSM) who are living with HIV infection.
Methods
Data presented here were collected as part of the Project 18 (P18) study, a prospective cohort study of health behaviors and outcomes among young gay, bisexual, and other men who have sex with men. Full study details were described in detail previously (Halkitis et al., 2013) . Briefly, between June 2009 and May 2011, individuals were recruited via venue-and Internet-based strategies and enrolled, if eligible, into the P18 cohort study. Eligibility criteria included: being 18 to 19 years of age at screening, born biologically male, reporting sexual activity with another man in the 6 months preceding screening, residing in the New York City metropolitan area, and having an HIV-uninfected serostatus. HIV serostatus was selfreported and also confirmed via testing at the baseline visit. Of the 2,068 individuals screened, 600 were enrolled in the study. Biannual follow-up visits were scheduled for 6, 12, 18, 24, 30, and 36 months post participant baseline visits. HIV antibody testing as well as pre-and posttest counseling were conducted at each follow-up visit. Rapid HIV antibody testing was conducted using the OraQuick ADVANCE rapid HIV-1/2 antibody test. Pretest and posttest counseling was delivered by study staff certified in HIV counseling by the New York State Department of Health's AIDS Institute. For participants completing online assessments, HIV status was ascertained via self-report and confirmed by obtaining information on HIV treatment uptake and HIV-related health care utilization at the 36-month visit (Halkitis, Kapadia, & Ompad, 2015) . Cumulative HIV incidence in this sample over a 36-month follow-up period was 7.0% (42/594; Halkitis et al., 2015) . Among participants who seroconverted during the study follow-up period, 33 returned for a visit subsequent to the one at which they first tested HIV seropositive and were included in the present analysis. Information on key sociodemographic characteristics was collected via audio computer-assisted self-interview at all study visits. Descriptive analyses were conducted to examine key steps of the HIV care continuum in this sample of YMSM.
Results
Of the 33 study participants, more than 50% were between 19 and 20 years of age at the time of HIV seroconversion (Figure 1 ). Slightly less than 88% of this sample self-identified as Black, Hispanic/Latino, or mixed race/ethnicity, and more than half reported a low perceived family socioeconomic status. Approximately 60% of the participants received their first HIV seropositive test as part of the P18 study visit. In terms of retention in care, 81.8% of the participants with HIV infection reported seeing a health care provider for HIV care at least once following HIV seroconversion.
Finally, 69.7% reported being prescribed ART, and the same proportion reported taking it without stopping. For participants who had initiated ART, the majority (54.5%) reported that their most recent HIV viral load was undetectable, with 60.6% reporting that their most recent viral load was less than 500 copies/mL. Only 6% reported having their most recent CD41 T cell count less than 250 cells/mm 3 .
Discussion
The findings presented here suggest that gaps in the HIV continuum of care may be mitigated in sub-groups of YMSM. There are several key reasons that explain these findings. First, because 60% of the participants tested HIV infected as part of the P18 study, it is important to acknowledge that this may be one reason why participants were less likely to seek testing outside of the study. Given this, it is important to acknowledge that participants who tested HIV seropositive as part of the testing protocol for this prospective cohort study received comprehensive risk reduction-based pre-and posttest counseling by trained study staff. Second, recognizing that testing was occurring outside of a clinical setting, as per study protocol, participants were linked to facilities that provided HIV care, including some where participants without insurance were seen and provided HIV treatment at little or no cost. Due to the young age (19 to 20 years) at seroconversion for the majority of participants, study staff helped to facilitate appointments to initiate care. This, in itself, was likely to serve as an intervention for participants and explained why 81.8% of participants who seroconverted reported seeing a health care provider for HIV care at least once, a significantly higher proportion compared to the U.S. national average. Third, the proportion of participants who reported initiating and adhering to ART (69.7%) was significantly higher than the national average. Factors influencing this high proportion were likely related to the higher success in linking participants to care and higher rates of insurance coverage that facilitated retention into care. Specifically, 30.3% of participants reported having private insurance, including through parental coverage, which was common given that they were all younger than 26 years, and 36.4% reported a government-sponsored insurance (e.g., Metroplus, HealthFirst), with 9.1% using the AIDS Drug Assistance Program in New York.
Prior to drawing final conclusions, key limitations must be considered. First, the sample was limited to those who returned for follow-up visits following HIV seroconversion. This may have led to a volunteer bias whereby individuals who were more likely to initiate and be retained in care and HIV treatment were overrepresented in this sample. Also, these individuals were linked to care by study staff, which should be the case at other testing venues, but may be more effective in this case because it was occurring in a study setting and followed comprehensive posttest counseling.
Conclusion
Our findings suggest that while gaps persist between the key steps of the HIV care continuum, these gaps may be diminished among YMSM if concerted efforts were made to link and retain YMSM into care and HIV treatment. This is particularly important, as recent HIV estimates suggest that despite substantial reductions in HIV incidence among all at-risk groups in the United States, YMSM between 13 and 24 years of age are still at increased risk for HIV. Therefore, understanding the points at which to intervene are warranted.
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